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■ SHORT COMMUNICATION ■
Introduction
Splenic torsion is a rare but potentially catastrophic
complication in pregnancy [1]. It may present as a sur-
gical abdomen in cases of acute torsion. In the litera-
ture, almost all case reports and series related to a
diseased spleen in pregnancy were of splenic rupture
[1–4]. To the best of our knowledge, no case of post-
cesarean splenic torsion has been described. We report
a case of acute torsion of the spleen that occurred after
cesarean section, to further our understanding of its
natural history and management.
Case Report
A 35-year-old, gravida 7, para 1, aborta 5, woman pre-
sented at our hospital for planned cesarean section at
38 weeks’ gestation. Recent findings on examinations
and investigations included splenomegaly (13 cm in
length) and thrombocytopenia (80,000/μL); examina-
tion had been normal 10 years previously. Serial exam-
inations, blood tests and bone marrow biopsies were
performed, but there were no significant findings. She
refused to undergo splenectomy, but received regular
follow-up. Intrauterine fetal death occurred five times
consecutively after she was married. The karyotype of
her husband was a balanced translocation, t(10;17)
(q25.2;q25.3). There was a successful pregnancy 2 years
before this admission. In spite of a trial of labor during
that pregnancy, the patient received cesarean section due
to failure of descent. Her subsequent hospital course
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was smooth and she was discharged 4 days after deliv-
ery without any further complications or blood transfu-
sions. The antenatal course of her current pregnancy was
unremarkable except that she suffered from recurrent
epigastric pain from 10 weeks’ gestation onwards. No
morphologic abnormality of the enlarged spleen was
observed on ultrasonography. She was scheduled for
cesarean section without trial of labor at 38 weeks of ges-
tation. Pre-cesarean assessment of this patient showed
thrombocytopenia only (hemoglobin, 12.8 g/dL; white
blood cells, 5,300/μL; platelets, 79,000/μL). Cesarean
section was performed with a vertical skin incision; the
whole operative course was smooth and a healthy
baby was delivered. Before the end of the operation,
the enlarged spleen was checked and was found to have
a smooth contour and surface. However, 1 day after
delivery, dyspnea and left upper abdominal pain were
noted. Since anemia (hemoglobin, 8.3 g/dL 2 days after
delivery) persisted, two units of packed red cells were
given. Despite this transfusion, she remained anemic
and leukocytosis was also observed. Massive ascites
was found on abdominal ultrasonography and a plain
abdominal X-ray suggested ileus. However, there were
no signs of an acute abdomen on physical examina-
tion. Conservative treatment with empiric antibiotics
was given. The patient’s condition did not improve and
acute pulmonary edema was diagnosed 3 days post-
operatively. She was then transferred to the intensive
care unit for further management. After broad-spectrum
antibiotic therapy and active management for pulmon-
ary edema, the patient’s condition improved. However,
thrombocytosis (988,000/μL) and leukocytosis (white
blood cells, 25,000/μL) were observed. Abdominal
computed tomography (CT) showed a huge abscess in 
the left anterolateral abdomen, and bilateral pleural
effusion (Figure). Although acute splenic torsion was
highly suspected, the patient and her family hesitated
to give consent for a laparotomy. Signs of an acute
abdomen, including abdominal tenderness and rebound
pain, occurred 21 days postoperatively and her temper-
ature rose. An emergency laparotomy was therefore per-
formed. Splenic pedicle strangulation with thrombosis,
a severely ischemic spleen (25 × 20 × 25 cm in size) with
rupture and distal pancreatic necrosis were found.
Splenectomy and a partial pancreatectomy were per-
formed. The patient subsequently had an uneventful
recovery and was discharged 5 days later.
Discussion
Splenic torsion is a rare cause of acute or recurrent
abdominal pain during pregnancy or postpartum [1,5].
A hypermobile spleen, the so-called wandering spleen,
is caused by the absence or abnormal development of
the splenic suspensory ligaments, either of which pre-
disposes the spleen to torsion [6]. It has been reported
in conditions such as splenomegaly, abdominal trauma,
nonspecific abdominal muscle laxity and abdominal
muscle laxity due to the hormonal effects of pregnancy
[7]. Although rare, wandering spleen in adults is more
often seen in young multiparous women [8]. Potentially
predisposing elements in this population include hor-
monal effects, multiparity, abdominal laxity, diminished
peritoneal cavity volume (secondary to an enlarged
uterus) and a maximal third trimester increase in whole
blood volume [9]. In our patient, an enlarged spleen was
present before her first delivery. Although trial of labor
and cesarean section were performed at her first deliv-
ery, no complication occurred. Intermittent abdominal
pain, potentially due to torsion, developed during the
prenatal period. Symptoms of splenic torsion vary depen-
ding on the degree of torsion. Mild torsion manifests as
chronic abdominal pain associated with splenic conges-
tion, moderate torsion as severe intermittent abdominal
pain related to intermittent rotation and derotation,
and severe torsion as an acute abdomen caused by acute
torsion with infarction and mass effect on adjacent
organs [10,11]. The symptoms in this patient initially
resolved quickly and thus only symptomatic treatment
was suggested.
The clinical presentation of splenic torsion is varied.
Patients may be asymptomatic, with or without a pal-
pable abdominal mass. Wandering spleen has been
described in the literature as presenting with gastro-
intestinal bleeding, thrombocytopenia, hematemesis,
splenic abscess, gastric volvulus and pancreatitis
[5,9,12]. In our patient, the first postoperative com-
plication was a rapid fall in hemoglobin concentration
Figure. Abdominal computed tomography shows a huge loc-
ulated fluid collection, about 10.5 × 18 × 25.5 cm in size, in
the left anterolateral abdomen. Bilateral pleural effusion,
rightward displacement of the bowel loops and upward dis-
placement of the spleen are also evident.
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without acute abdominal signs. To correct the anemia,
blood transfusions were given. It is possible that rapid
plasma expansion with blood products and other volume
expanders could result in a rapid volume increase within
the spleen, predisposing it to torsion. Acute pulmonary
edema was noted after the transfusions. Additional
clinical findings, including fever and leukocytosis, sug-
gested the sepsis, which, associated with preexisting
splenomegaly, might suggest a diagnosis of torsion.
However, sepsis and pulmonary edema increased the
difficulty of managing splenic torsion. In the literature,
a conservative approach with close hemodynamic mon-
itoring has been advocated in carefully selected cases,
most of which were traumatic in origin. Factors that
predict failure of conservative management include
preexisting splenic disease, age > 55 years, high-grade
injury, significant hemoperitoneum and contrast blush
in the spleen (suggesting false aneurysms) on CT [13].
In spite of conservative management in our patient,
acute abdominal signs developed and the patient
underwent emergency splenectomy. The patient subse-
quently had an uneventful recovery.
It is not clear whether splenectomy should be per-
formed before pregnancy in cases of splenomegaly. Our
report suggests an increased risk of postpartum splenic
torsion in such patients, which may increase the diffi-
culty of post-cesarean care. Early involvement of many
complementary specialty services enabled early recog-
nition of this rare entity and timely definitive treatment.
This case may aid clinicians when counseling pregnant
women with splenomegaly.
References
1. Denehy T, Mcgrath EW, Breen JL. Splenic torsion and rup-
ture in pregnancy. Obstet Gynecol Surv 1988;43:123–31.
2. Bhagrath R, Bearn P, Sanusi FA, Najjar S, Qureshi R,
Simanovitz A. Postpartum rupture of the spleen. Br J Obstet
Gynaecol 1993;100:954–5.
3. Kaluarachchi A, Krishnamurthy S. Post-cesarean section
splenic rupture. Am J Obstet Gynecol 1995;173:230–2.
4. Sakhel K, Aswad N, Usta I, Nassar A. Postpartum splenic
rupture. Obstet Gynecol 2003;102:1207–10.
5. Gilman RS, Thomas RL. Wandering spleen presenting as
acute pancreatitis in pregnancy. Obstet Gynecol 2003;101:
1100–2.
6. Chawla S, Boal DK, Dillon PW, Grenko RT. Splenic torsion.
Radiographics 2003;23:305–8.
7. Swischuk LE, Williams JB, John SD. Torsion of wandering
spleen: the whorled appearance of the splenic pedicle on
CT. Pediatr Radiol 1993;23:476–7.
8. Benoist S, Imbaud P, Veyrieres M. Reversible hypersplenism
after splenopexy for wandering spleen. Hepatogastroenterology
1998;45:2430–1.
9. Angeras U, Almskog B, Lukes P, Lundstam S, Weiss L. Acute
gastric hemorrhage secondary to wandering spleen. Dig Dis
Sci 1984;29:1159–63.
10. Balm R, Willekens FGJ. Torsion of a wandering spleen. Eur J
Surg 1993;159:249–51.
11. Robinson AP. Wandering spleen: case report and review.
Mt Sinai J Med 1988;55:428–34.
12. Vazquez JL, Montero M, Diaz F, Muguerza R, Paramo C,
Rodriguez-Costa A. Acute torsion of the spleen: diagnosis
and management. Pediatr Surg Int 2004;20:153–4.
13. Ochsner MG. Factors of failure for nonoperative manage-
ment of blunt liver and splenic injuries. World J Surg 2001;
25:1393–6.
